Introduction
This paper reports a four-year experience and follow-up data from the operation of a novel inpatient general hospital psychiatric unit. The goals were: to help minimize the duration of the patient's hospitalization by maximizing the involvement of the family and some community members; and to employ the existing nursing staff to perform tasks which are normally discharged by psychiatrists or psychiatric residents.
The first goal was selected in an effort to cut the per patient hospital costs and to avoid the hazards of institutionalization. The second was chosen as an experiment in using less highly-trained and less expensive personnel in health care delivery. This is in keeping with presently perceived needs in the health care system (2, 4) and in psychiatry (3, 5, 6, 8) .
Description of Unit
The unit is a twelve-bed ward and is part of the McMaster University teaching network, located at St. Joseph's Hospital which is a modern 750-bed general hospital in downtown Hamilton, Ontario. The patients admitted to this unit are the most difficult among those presenting to an active 24-hour Crisis Intervention Centre at the hospital.
The unit is staffed by the following professionals: one full-time staff psychiatrist, approximately 16 hours per week on the unit; one psychiatric resident, two-thirds time; one medical social worker, four-fifths time; one psychologist, one-fifth time.
Nursing personnel, working three normal shifts and totalling nine Registered Nurses, two registered nursing assistants and two orderlies. The Registered Nurses did not have university degrees and had no special psychiatric training or experience before joining the unit.
Treatment Philosophy
The inpatient period is considered to be a special opportunity for organizing important changes in the life styles and living arrangements of patients and for careful observation of symptomatology and interpersonal behaviour over the course of days and nights. It is also a time to institute and monitor trials of various types of treatment and interventions. By such intensive use of the time in hospital the duration of stay can be shortened so that dangerous prolonged absences from the family, home, work and other responsibilities can be avoided.
Many modalities of treatment are used but special emphasis is placed on the involvement of the family, the referring source and community agents, such as teachers, neighbours, agency workers and employers. Almost daily interviews (average: 45 minutes each) are conducted with each patient and usually with the relevant family members present. Efforts are made to help the patient change and to alter the various systems (family, employment, social groups and so on) within which he functions, to enable him to make a more positive adaptation. To this end and with the patient's permission interviews are held in almost every case with employers, friends, neighbours, work mates, teachers, community agency workers, lawyers and other important figures in his environment. Drugs and physical treatments are kept to a reasonable minimum. To ensure continuity of care when needed, follow-up is arranged early in the stay and is provided either through family physicians, referring or other agencies and/ or the inpatient staff. Table I shows that some differences exist. These most probably reflect the tendency in this setting to diagnose some patients with chronic depression as having a 'moderate character disorder' rather than as 'neurotic' or as 'affective psychosis', but there may be a real difference in the type of cases referred. Table II shows that the population here is slightly younger than the Canadian average, ranging from 16 to 75 years. 
Nurse-Therapist
After the unit had been in operation for one year the nurses were switched from what was considered to be their traditional nursing roles into the position of nursetherapists. By traditional roles is meant the situation in which the nurses are responsible for the daily activities, for charting information and events regarding patients, for carrying out the written orders of physicians, for seeing to the comfort of the patients and for various other managerial and personal tasks. In this 'traditional' system the resident was responsible for history-taking, diagnosis, the ordering of special testing, interviewing of family and the carrying out of therapies, including individual psychotherapy, family psychotherapy, pharmacological treatment and so on. The system was then changed so that the resident moved into the role of a supervisor, and the nurses were taught and encouraged to perform the psychiatric treatments which had previously been his province. As the system presently operates, each patient has a nurse-therapist who conducts all the individual and family therapy and who organizes all the social and environmental contacts necessary to assure both proper understanding of the case and intelligent planning for discharge. Nurse-therapists also conduct group therapy once or twice daily and are given the opportunity to learn and to conduct behaviour therapy. Extensive on-the-job and in-service training programs operate, during which the nurse-therapists learn the techniques of history-taking, formal psychiatric diagnosis, case formulation and drug management. Official diagnosis for the chart and the writing of drug orders is done by a physician (for legal purposes). However, the actual suggestions regarding drug management usually originate with the nurse-therapist.
Clientele
Comparison was made between a representative sample of the patient population in this unit (two groups of 100 consecutive admissions each) with average 
Follow-up Data
Before weighing the economic and other benefits of this type of unit it is important to determine whether the patients receive adequate treatment. Two groups were studied, each containing 100 consecutive patients. The first group was admitted while the nurses played their traditional rolesthat is, during the first year of operation. The second group was admitted after a change to the nurse-therapist role had been in effect for a year. The two groups were not found to be significantly different from the point of view of formal diagnosis, age or sex distribution. Sixty-one out of each 100 patients were contacted by telephone or by mail 9 to 20 months after discharge (mean: 16 months) . Those contacted presumably differ from those who could not be reached, but no formal diagnostic differences were apparent.
Enquiries were made to determine whether the suggestions and the follow-up arrangements with the patients had in fact been followed through. Examples of such arrangements might have been: family interviews with the unit or other personnel; attendance at community groups or retraining courses; changes of living accommodations; visits to the family doctor for medication and/or advice, and so on. The patient was asked whether in his own estimation, he was 'feeling better', 'worse' or 'unchanged' both at the time of discharge and currently, compared with the situation at the time of admission. The hazards of relying on the patient's own opinion of his progress are obvious and, ideally, more objective indices, including statements from relatives, friends and employers would have been desirable. Time and finances did not allow for these and it was felt that the patient's opinion would be a reasonable guide in most cases.
In each group, the number of people failing to carry through the recommendations was reasonably small (20-24 per cent), and the overall results, both upon discharge and 9 to 20 months after discharge were favourable. In each group the general rate of improvement (that is, feeling 'better' as opposed to 'worse' or 'same') was over 75 per cent, with no significant differences between the two groups.
Unfortunately, it was impossible to discover comparable follow-up studies in the literature. Other authors (7, 11) have successfully used brief intensive treatment and they report an even shorter duration of stay than here. But comparison of follow-up figures is difficult since their transfer rate to mental hospitals was higher than here and their criterion of success was the absence of rehospitalization rather than perceived improvement by the patient. In general these and the other studies available (1, 9, 10, 12 ) would indicate that the results at this unit are certainly no worse and are perhaps considerably better than average.
Achievement of Goals and Their Implications

1) Shortening of Hospital Stay
Despite the fact that the ward has only a normal complement of nursing staff the patients were discharged after a short stay, and with a high rate of success and a low rate of further institutionalization. The mean stay was 12 days shorter than the Canadian average and the median stay 7 days shorter. Although these figures are not the result of a patient selection bias at this unit, this could perhaps be determined more accurately by having an independent group compare the patient population here with that of a number of traditional units. At $75.00 per day and approximately 300 patients per year the annual savings to the taxpayers are approximately $270,000 for this unit alone. If all general hospital psychiatric beds in Canada would operate at this rate of turnover the annual savings, based on 1969 Dominion Bureau of Statistics figures, would be about 29 million dollars, and figures for the United States would be ten times these.
2) Use of Nurse-Therapists Preparation and Supervision
new nurses begin their preparation by learning to conduct history-taking interviews under the supervision of the experienced nursetherapists, and they assist in the individual and family sessions conducted by the therapists. After three or four months in this role the trainee is usually able to join the ranks of the therapists, so that the system is self-perpetuating. The original changeover from traditional nursing roles was accomplished by selecting four nurses with exceptional general ability who became therapists after two months of instruction by the unit director. The therapists are constantly being taught and supervised by the unit director, with some assistance from the psychiatric resident (except when the resident is less experienced than some of the nurse-therapists). Combined teachingsupervision groups of one and one-half hours each are held twice weekly, and at this time the unit director reviews the nurses' recordings of recent therapeutic interviews with current inpatients, as well as with former inpatients who are still being followed-up. Readings are assigned and discussed in addition to case-by-case supervision.
Additional learning occurs informally and in problem situations where patients are jointly interviewed by the nurse-therapist and by the psychiatrist. Daily meetings are held by the nurses who review each case among themselves and with the psychiatric resident. Important instruction and super-vision are also given at case conferences, which are held for each patient after five or six days in hospital. The nurse-therapist arranges to have the relevant family and community people attend the meeting. He presents the pertinent information in an organized manner, and during the meeting the behaviour of the patient before and during hospitalization, the psychological test data and medical investigations are discussed. The patient is interviewed with his or her family in these conferences and the nurse-therapist participates in the making of plans and discharge arrangements. Impact of Role Changes -acceptance by the patients of a non-medical therapist has been excellent and with almost no complaints -in fact, several patients indicated a preference for this system since they appreciated the greater proximity and availability of their therapists. However a few, while accepting the system, still indicated that they were glad to know that a 'doctor' was in charge of the situation even though they had relatively little direct contact with him.
The response of medical personnel has been interesting. Interns, although at first reluctant, now happily accept training from a more experienced nurse-therapist. At first the residents on the unit feared a situation in which they would not be the prime treatment personnel, but they now welcome the opportunity to learn team and managerial techniques which are probably very closely related to their work after graduation. Medical consultants visiting patients on the unit quickly learned to be comfortable when discussing their cases with nurse-therapists.
The nurses themselves were initially hesitant about stepping into a more responsible, and unfamiliar role but once the system was well established their opinion became and has remained unanimously favourable. Staff morale is very high and there has not been a single request for transfer away from this unit during the entire period of the nurse-therapist operation. Nursing students whose curriculum allows them time on the unit are pleased to observe and participate in this broader responsibility of nurses.
A genuine worry of the nurses is that they might someday have to work in a traditional psychiatric unit where they would find the usual nursing roles demeaning, dull and extremely frustrating, and in fact two who did have to move out of town because of their husbands' studies reported exactly this frustration.
Cost Factors -this program could be implemented at most units by using existing staff members. To determine the economies of this type of unit it would be necessary to compare the use here of approximately 16 psychiatrist-hours per week for 12 patients with the usual general hospital psychiatrist-time expenditure. It is difficult to determine the costs in the fee-for-service 'hospital visit' model since the practices, treatments and duration of stay vary so much from one practitioner to another. It is unlikely that the 12 patients would yield less than $125 per day of medical income, 340 days per year -$42,500 per year. Even this conservative estimate is over three times as high as the actual psychiatric costs on the unit.
However there are other cost benefits since the nurse-therapists so trained are then prepared to work in outpatient and crisis intervention settings, as they now do here. By examination of salaries and comparative education costs it can be demonstrated that a nurse, even including the cost of psychiatric back-up, can treat a patient for approximately one-third to one-quarter the cost of a psychiatrist seeing the same patient. It is true that the more a nurse is used in a complex role the higher salary she is likely to receive but this kind of change in health care delivery will still create very substantial economic advantages to society.
Conclusion
A method of operating a twelve-bed inpatient general hospital psychiatric unit, using nurses as therapists and making concerted personal and environmental efforts to obtain early discharge has been demonstrated. This method has been shown to:
• Be feasible,
• Produce excellent staff morale,
• Benefit patients as shown in follow-up studies,
• Provide a well-prepared group of needed mental health care professionals,
• Save considerably in cost to the taxpayer, compared with the present traditional general hospital psychiatric unit.
Summary
This paper reports a four-year experience and includes follow-up data from the operation of a novel inpatient general hospital unit. The two main features of the unit are: a relatively brief duration of hospitalization; and the employment of nursing staff as therapists in exactly the way residents are usually used.
The inpatient stay is considered' to be a special opportunity for organizing important changes in the life styles and living arrangements of patients. It is also a time for making careful observations of behaviours and treatment trials. Daily interviews are conducted, including family members and other relevant persons.
The nurse-therapists are trained to perform individual and family therapy as well as to organize all the social and environmental contacts. They conduct groups and behaviour therapies and are in charge of the planning for discharge.
The patients here differ little from those in other general hospital units and the follow-up data show results to be at least as good as those reported anywhere else.
The shortened hospital stay represents a considerable saving, and the use of the nurse-therapist has important implications for economies in the health care system. There are some problems with the role changes required to make this system work but it is felt that the benefits far outweigh the disadvantages.
Resume
Le present article porte sur une experience de quatre ans -post-cure comprise -par un nouveau service interne, dans un hopital general. Ce service innove surtout en deux points: l'hospitalisation est assez breve; le personnel infirmier est charge de toutes les fonctions incombant d'ordinaire aux therapeutes residants.
On considere Ie sejour a l'hOpital comme une occasion toute speciale d'apporter de grands changements au mode de vie et au milieu des sujets. II permet egalement d'observer les comportements et d'experimenter des traitements, de recourir a des entretiens quotidiens avec la participation de membres de la famille et d'autres interesses.
Les infirrnieres-therapeutes apprennent a appliquer la therapeutique individuelle et familiale ainsi qu'a organiser les relations des sujets avec le milieu imrnediat et avec la societe. Elles dirigent les therapeutiques collective et comportementale et elles octroient les permis de sortie.
Les malades ressemblent assez a ceux des autres sections de l'hopital general, et la post-cure donne des resultats au moins aussi bons qu'ailleurs, En abregeant la duree de l'hospitalisation, on permet des economies considerables; et en donnant aux infirmieres les fonctions des therapeutes, on modifie beaucoup l'economie du regime medical. Les modifications apportes aux fonctions pour ouvrir la voie a ce regime ont pose quelques difficultes, mais il semble que les avantages l'emportent de beaucoup sur les inconvenients.
Economy is in itself a source of great revenue. 
